GENERAL COMMENTS
This study is well written and presents a novel method of carrying out consent. This is applicable to every day practice in the UK. It is acknowledged that there is heterogeneity in the consent process, both within institutions and between institutions. Any tool that might make clinical practice in the NHS more uniform is to be lauded.
Can the authors address these points please: 1. Who surveyed the participants? If it was the surgeons themselves, this is a major bias. Can the authors clarify whether a researcher independent of the clinical team carried out the questionnaire survey? Please clarify this in the text and acknowledge this as a limitation 2. Was there standardisation of the consent videos? Did clinicians convey the same information across all of the videos? Were patients informed of what the "gold standard" information would be for each particular procedure? Patients could have been happy with the process, but unaware that key information was missing from the consultation.
3. Do the authors have any information on whether a video recording was superior to an audio recording of a consultation? Many patients now audio record their consultations. Does adding video augment audio alone?
4. Did independent researchers view and validate the videos to confirm adherence to a standard information giving protocol? Some measure of adherence to protocol would be helpful 5. To take this forward, the authors must enlist PPI guidance and help 6. The term "three legged stool" may be familiar to spinal surgeons, but is not in common parlance in other medical disciplines. It may be better removed as the readership of BMJ Open will be from a broad range of disciplines 7. Can the authors add a statement in the text to indicate that ethical approval was obtained and written informed consent for study inclusion was taken from each participant. I am aware that it is in the declaration at the end of the article, but it might be helpful to have it clearly stated in the Methods section too. Check all tables for consistent use of the DASH (Some are short, some are long) and spacing is variable. The lay out artist may correct. 
REVIEWER

GENERAL COMMENTS
1. 'Impact' is not an appropriate word in the title as authors did not compare the participants' satisfaction level before and after viewing the video. Author should therefore consider revising the title and every other parts of the manuscript indicating they were assessing impacts of the video consent tool on patient satisfaction. 2. In the abstract section, the authors said the objectives of the pilot study were to investigate the utility and acceptability of the tool. However, there was no aspect of the manuscript which reported assessment of the tool's acceptability by the study participants. As 'satisfaction' does not imply 'acceptability', authors should consider revising the manuscript accordingly.
3.Under the conclusion part of the abstract, what did the author refer to as 'PROM' ? Authors should write in full and PROM in parenthesis 4. Authors made several sweeping statements and far-reaching conclusions about their consent tool. What the authors did was simply to record the proceedings of consent discussion between a doctor and a patient. The whole process of consent procedure was exhausted during the face-to-face discussion but the element of obtaining consent from the patient was deliberately bypassed/delayed by the authors to allow the production of the video recording of the consent discussion to be viewed by patients at their convenient times. In essence, consent process had already taken place and viewing the video recording was secondary and could not replace the initial consent discussion. If this holds true, it would be interesting to know whether or not the recorded video changed the decision of the patients in giving consent in any form. If they had not had the video recording and viewed it, wouldn't they have given consent to undergo the surgery? Again, because patients' satisfaction was not assessed at baseline before conventional consent and video-recording of the consent discussion took place, it would be extremely dangerous to conclude that all the patients had good or maximum satisfaction. 4. Authors agreed that their study results and findings were not robust, citing the study design and methods as the limitations. They should consider giving detailed explanations on why the study design and method posed limitations to the study and why far-reaching conclusions made by them on the video should be acceptable on a pilot study involving only 20 patients. Concerns about cost and additional time were poorly discussed by the authors. They did not consider that additional 13 minutes for the video-recording, increased patient waiting time and could negatively impact on patient satisfaction. Also, the assumption that the video could be produced using any videorecording gadgets is misplaced as this will affect the quality of the video and ultimately the acceptability and patient satisfaction. Authors need to revise their discussion putting these important factors in the right perspectives. 11.
VERSION 1 -AUTHOR RESPONSE
Referee 1
1. Query regarding who administered the surveys to participants.
Participants completed self-report questionnaires which were accessed and completed online. All questionnaires were completed outside of the clinical area. A researcher, independent of the surgical team provided participants with patient information sheets prior to consenting. Post consent consultation the same independent researcher sent electronic correspondence, which included a link to access an online questionnaire, all responses were anonymous. We have clarified this procedure on pages 7 and 8.
2. Query whether there was standardisation of the consent videos with clinicians conveying the Oxford Video Informed Consent Tool (OxVIC) same information across all of the videos?
Information delivered to each patient was tailored to their individual needs and diagnosis. However, all clinicians followed the same Oxford Video Informed Consent Tool (OxVIC) consent structure with the aid of a NHS / trust approved standardised surgical consent form which was used as a prompt. Each consent video contained indications for surgery, associated risks and benefits, alternative treatment options and a section for patients to ask questions or clarify points.
3. Query regarding whether patients were informed of what the "gold standard" information would be for each particular procedure.
Prior to consenting to take part, all patients received a Participant Information Sheet (PIS). The PIS outlined that if patients agreed to take part they would receive the " gold standard" (verbal and written) in consent information. In addition to this they would also receive an consent adjunct in the form of a personalised video recording.
Query whether information about whether of a video recording was superior to an audio recording of a consultation?
We found that the use of video consenting was well received by participants who reported that they would use the tool again and recommend the service to others. The use of audio alone, has been explored by other researchers in the past, Kinnersley et al, (2013) . It was beyond the scope of this study to compare whether video consenting is a significant improvement to audio recording of consent alone but we have highlighted this as a needed direction for future research on page 12.
4. Query whether independent researchers viewed and validated the videos to confirm adherence to a standard information giving protocol.
A standard NHS/Trust surgical consent form was used to promote adherence to standard information giving, however the consent videos were not independently reviewed for validation purposes prior to patient access. We have acknowledged this as a limitation on page 14.
Suggestion that going forwards authors enlist PPI guidance
We agree entirely with this suggestion. While not outlined in this manuscript, we plan to enlist Patient and Public Involvement (PPI), in the form of a focus group, in the planning of phase 2 of our video consent research.
6. Suggestion that the term "three legged stool" is removed to enhance clarity for readers
We thank the reviewer for this suggestion and have amended our wording on page 5.
7. Suggestion that authors add a statement in the text to indicate that ethical approval was obtained and written informed consent for study inclusion was taken from each participant.
We have added a statement on page 8 that written informed consent was obtained from all participants.
Referee 2
1. Request that we amend our wording on page 4
We thank the reviewer for bringing this to our attention and we have addressed this editorial lapse.
2. Suggestion that we amend a lengthy sentence and wording on page 3.
We have amended this sentence and phrasing accordingly.
3. Recommendation that Table 1 is amended for clarity with spacing revised.
We have amended Table 1 as per reviewer suggestion and agree that this improves clarity for readers. Table 3 may not be necessary
Suggestion that
We agree with the reviewer and have incorporated the information from Table 3 into Table 1 .
Referee 3
Query whether 'impact' is the most suitable term for use throughout the manuscript
We have given this comment considerable thought. In referring to impact, we are clearly describing to readers that we investigated the effect and patient impressions of the video consent tool. We feel that using a synonym, such as influence, would not accurately convey the same meaning. We are more happy to take guidance from the Editor on this.
2. Query about how patient satisfaction may relate to the acceptability of the video consenting tool.
Thank you for your comment, we have addressed this point on pages 12-13. Patient satisfaction is a measure of quality as suggested by Sachs et al, (2015) , this pilot study shows that, the introduction of a personalised consent tool can have positive impact on the quality of service patients receive.
3. Request that authors write out PROM in full.
We have amended this in the manuscript.
4. Query whether statements regarding the conclusions of the study are clearly linked to study findings.
We have carefully reviewed our manuscript and amended statements throughout to ensure that our findings are clearly linked to each conclusion, clinical implication and direction for future research made. We are, of course, more than happy to make further edits as recommended by the Editor.
5. Suggestion that authors describe the strengths and limitations of the present study.
As with any research study, this project has several strengths and the results must be considered in light of its limitations. In addition to the Article Summary (page 5), we have added a strengths and limitations section to page 14 to make this more clear to readers and ensure future studies can meaningfully benefit from this study.
6. Recommendation that authors amend editorial lapse on pages 5 & 6
We have amended the editorial lapse as recommended.
7. Suggestion that authors provide a justification for selecting the CSQ-8 tool
The CSQ-8 tool was designed to provide a direct measure of individual's experiences in receiving care rather than general healthcare (Nquyen et al. 1983 ). While, other patient satisfaction tools are available, we choose the CSQ-8 tool as it has been previously reported in similar preoperative settings using variations of multimedia consent adjuncts. For example, Sahai et al. (2006) , assessed the impact of video consent on preoperative patient satisfaction levels using the CSQ-8 scale.
Moreover, Winter et al. (2016) used the CSQ-8 tool to assess patient satisfaction with regards to the use of a generic multimedia tool within the preoperative consenting process. In both studies the CSQ-8 produced valid and reliable results. As we are restricted by word limits, we have included both these studies as references and added a statement describing that the CSQ-8 tool has been found to be acceptable and appropriate for use in similar studies (page 12-13). We believe this will provide the necessary information for readers and directions for further reading for those who are particularly keen to explore this further.
8. Query whether data were normally distributed.
Our data was normally distributed. This was confirmed via statistical analysis. We have added a statement to this effect on page 10.
9. Query regarding whether the conclusions on page 8 should be tempered given the study design and sample size
We have tempered our language on page 8 to more appropriately convey our conclusions and their potential implications to readers.
10. Recommendation that authors further discuss potential concerns regarding cost and additional time.
We acknowledge this point and have addressed concerns regarding cost and additional time in our limitations section and on page 14.
11. Query whether author statement regarding the video being produced on any video recording gadget may have implications for video quality
We thank the reviewer for this suggestion. We agree that the use of good quality recording equipment is needed and have amended our statement on page 14 to better convey this to readers.
2. The section on strength and limitation of the study is conspicuously missing in the revised manuscript
The strength and limitation section can been found on page 15 of the manuscript.
